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Correspondence.
"Audi alteram partem.
"
A NOTE ON THE PRACTICE OF DIRECT
OR "IMMEDIATE" AUSCULTATION.
To the Editors of THE LANCET.
SIRS,-The practice of auscultation in the minds of not a (
few members of our profession is inseparably associated with 
the use of the stethoscope. Direct or .. immediate" ausculta-
tion by the application of the ear itself to the chest finds, ’
indeed, respectlul mention in text-books, but in practice it 
is generally either ignored or regarded as an imperfect ^
substitute for stethoscopy. Accident led me some 12 years
ago to perceive that the direct method possesses some special
advantages of its own ; further observation confirmed that 1
belief and for the last ten years I have employed this method
systematically and almost exclusively in the examination of
the bases and back of the chest, using the stethoscope in
those regions, save in infants, for supplementary purposes
only. So familiar, indeed, had this practice become to me ’
that I only lately realised how little it was in general use or
the advantages of it were recognised. A note upon the
subject may, therefore, not be altogether useless.
The conditions of auscultation at the back of the chest,
particularly at the bases, differ materially from those
in the front and at the sides. The greater thickness of
chest wall that sounds originating in the lung and pleura
have to traverse before reaching the surface of the back
necessarily tends to greater dispersion and gieater los,; ot
audibility than is the case elsewhere. The lesiuns affecting
the bases are, moreover, for the most part lesions of wider
extension than tho,e for which the apices have to be searched.
In auscultation of the back and bases, therefore, exact
localisation of signs is, generally speaking, matter of less
concern than certainty of detection. The flexible external
ear, which admits of being exactly applied to any part of
the back, can be used to collect vibrations from a much wider
area than is covered by the rigid chest-piece of the steth(-
scope, the practicable size of which is limited by the curvfs 
of the thoracic surface, while the avoidance of the inter-
posing conductor at the same time reduces the loss of sound
in transmission. As the area to be explored can be covered
by the ear with fewer shiftings of its position than the
stethoscope requires, the method has the further incidental
advantage of saving the physician’s time and sparing fatigue
to his patient.
Of the application of the method there is little to be said
that is not obvious. The patient sitting up in bed or stand-
ing or sitting with the shoulders bent forwards, a napkin or
fine towel may be placed over the back of the head and chest
and held in position with one hand while the ear of the same
side is passed rapidly over the regicns to be examined. The
tactile sensibility of the ear is generally sufficient for pur-
poses of localisation, but it may be supplemented, if neces-
sary, by the fingers of the disengaged hand. By directing
the patient to lift his arm over his head and moving the
napkin to cuver the axilla direct examination may be
extended to the side of the chest. Even if the patient is too
ill to sit up it can be conducted without mu’ h difficulty if he
is made to lie first on one side and then on the other.
The accident which drew my attention to the method was
the discovery that in a stout patient the subject of pneumo-
thorax amphoric breathing could be plainly heard over a
wide area by the unassisted ear though it was hardly dis-
cernible by the stethoscope. I have not again repeated this
observation in so marked a form, but a few years’ practice
of the method was sufficient to convince me that the greater
number of auscultatory signs at the back, both respiratory
and vocal, are more easily detected, better defined, and
more clearly to be discriminated from each other by this
method than when the stethoscope alone is used. More
particularly I have found this the case :-1. In cases of acute
pneumonia when inflammatory consolidation commencing in
the deeper parts of the lung is approaching the surface. 2 In
other cases of deep-seated consolidation. 3. In the detection
of cavernous signs, particularly in the case of cavities of
bronchiectatic origin situated in the bases. 4. In the de-
tection of asthmatic sibilus. 5. In the detection and dis-
crimination of moist sounds at the bases, especially thoe
due to oedema of the lungs. I have repeatedly found
the fine crepitations indicative of the onset of oedema.
audible over a considerable area by the ear directly
applied when nothing was discernible by the stetho-
scope. At all stages of cedema I find the character
of the rates and crepitations due to it more precisely
defined by direct auscultation, so that it is possible more-
certainly to separate them from the rates and crepitations of
bronchitic or pneumonic origin by which they may be accom-
panied. 6. Most markedly in the diagnosis of pleural
effusions and the determination of indications for para-
centesis. In some of the most recent works on diseases of
the chest 1 find it stated that over the seat of considerable
accumulations of fluid in the pleural cavity, besides dulness,
immobility, and absence of vocal fremitus, we should expect
to find a diminution or total absence of the bieath and voice
sounds. In children, it is added, tubular breathing and
bronchophony may be heard, but only exceptionally in
adults. If so unitorm an account may be taken to represent
the general experience of clinicians I am forced to infer that
the more customary methods of examination fail to reveal
all that may be detected by direct auscultation. Over the-
area of any considerable accumulation of fluid in the adult
cheht, be its origin inflammatory or dropsical, the unassisted
ear, according to my own experience, seldom or never fails to-
discern a more or less distant but quite distinct tubular
breathing and bronchophony, commencing at or about its
upper margin and extending to the base.
The tubular sounds thus heard, except in some extreme
accumulat ons, have a special quality of their own which
is characteristic, which atter a little practice it is not easy
to mistake, and which enables them to be distinguished
without much difficulty from the similar sounds produced by
pneumonic consolidation. The difference is not merely one
of " distance or faintness ; it is as markedly one of pitch.
The pitch of both sounds is always high, much higher than
is usual in inflammatory consolidation of the base, though a
similar pitch is not rarely found in apical pneumonia. The
breath sound is always dry," never broken by crepitations.
The bronchophonic sound is not to be confounded with
&aelig;gophony. I have for many years regarded and pointed
out these sounds as the most trustworthy signs we possess of
an accumulation of fluid and the most oefinite indication
for paracentesis should the circumstances of the case
otherwise suggest it.
As a practical diagnostic criterion I have found them of no
small value. The diagnosis of a fluid accumulation, when it
has reached such a degree as to distend the side of the chest,
to deflect the mediastinum, to raise the ribs, and to cause
the intercostal spaces to bulge, is usually a simple matter,
but in the treatment of pleurisy we cannot afford to wait till
these extreme results develop and paracenteais may become
desirable while the quantity of fluid is still far short of that
necessary to produce them. 30 ounces of fluid or even more
may be present in the chest and recoverable by tapping
without any of these obvious signs of its presence being
available, and the distinction between an accumulation of
fluid and a fibrinous pleurisy, apart from the signs I have
described, is in such cases not free from difficulty. So great,
indeed, is the difficulty that many experienced clinicians
profess to regard an exploratory puncture as the only certain
means of decision unless the aid of radiography happens to-
be available. A loose fibrinous layer of moderate thicknesa
may cut off not only the vocal fremitus but the respiratory
and voice sounds as effectually as a layer of fluid. Measure-
ment of the chest cannot be relied on ; few chests are quite
symmetrical and the side containing a fluid effusion may
show no greater, or even a lesser, girth than the sound
side. Minor degrees of displacement of the heart cannot,
for many reasons, be always certainly determined. Neither
the rate of respiration nor the patient’s symptoms give trust-
worthy guidance The rate may be rapid and the breathless-
ness severe in a purely fibrinous case. On the other hand,
I have removed 40 ounces of fluid from the chest of a
patient whose respiration-rate was only 24 and over 30
ounces from one who complained of no trouble of breathing
at all. The area of vertical extension ot a pleurisy may,
moreover, be seriously deceptive, especially when fluid has
accumulated between the lung and the diaphragm. On one
occasion I took 37 ounces of serous fluid trom a patient in
whom the signs of effusion extended no higher than the
ninth dorsal spinous process behind and the seventh rib in
the mid-axillary line. In such a case one would have
expected to find the action of the diaphragm seriously inter-fered with, but a fair amount of abdominal respiration was
1050
actually present. I was guided to the operation solely by
the presence of the distant tubular breathing and broncho-
phony of the quality I have attempted to describe.
It would be vain to claim an absolutely invariable
significance for any group of physical signs iound in the
chest, but as far as my observations go these signs possess
as constant a significance as can be predicated of any that we
know. I have never failed to find abundant fluid in per-
forming paracentesis where they were present; I can
scarcely recall an instance in which an exploratory para-
centesis yielded more than a few ounces of flaid unless they
were to be heard. If the"e facts alone should be found to
be of general application I shall, I think, need no further
excuse for having invited a more systematic attention to the
practice of direct auscultation than it obtains at present.
I am, Sirs, yours faithfully,
ISAMBARD OWEN, M. D. Cantab., F.R.C.P. Lond.
Sept. 29th, 1903.
THE TRANSMISSION OF YELLOW FEVER.
To the Editors of THE LANCET.
SIRS,&mdash;In THE LANCET of August lst, p. 345, in the
letter of your special correspondent in New York, mention
is made of me as one of the physicians who are not
entirely in accord with the conclusion of the United States
Army Yellow Fever Board of 1900 that " the female mosquito
of the species stegomyia fasciata is the only and exclusive
conveyor of yellow fever from one person to another." What
I consider scientifically vulnerable points in the series of
experiments carried on by the Yellow Fever Commission of
1900 in the island of Cuba are the following, some of which
your correspondent has quoted. The house in which the
experiments were made was an artificial house, under com-
pletely abnormal conditions never to be found in a living
Cuban house. It was more in the nature of an autoclave
than a dwelling-place. This hou;e was not located in the
city of Havana, as it should have been. but outside in the
country, nine kilometres away to the south west, and at about
four kilometres from the sea coast, wheJe the recognised
dangerous sea air could not reach it. There was not
due care in the selection of the non-immune persons with
whom the infection experiments were made, probably some
already immunes to yellow fever being among them. These
individuals experimented with did not remain all day in
that house but only went in there to sleep after dark and
early in the morning came out of the house and with
changed clothes remained all the rest of the day in the open
air in tents placed at a distance. I call this unsteadi-
ness, this ebbing and flowing of the experiments, a sort of
Penelope’s work. Besides, it is a well-known physiological
law that during sleep the human organism is at its minimum
of energy and activity, the nearest to death. The time
selected to try the infection experiments, therefore, was
precisely when the organism of those experimented with
was the least liable to contract the disease. In spite of all
those favourable circumstances the statistics presented (44’4
per cent.) are not, in my opinion, sufficiently convincing.
A few facts which demonstrate that hygiene, sanitary
reforms, isolation of the sick patients, the absence of the
large number of poorly nourished, poorly clad, and generally
neglected Spanish soldierf, and the immigration department
and observation hospital in connexion with it established by
the United States Government have been more powerful
factors in the eradication of yellow fever from the island
of Cuba than the mere protection of sick patients from
the bites of mosqltitoes, are the following. In the city
of Havana alone mosquitoes have been killed and crude
petroleum has been used in their breeding places to extirpate
yellow fever. In no other city or town of the island has this
measure been put into practice and yet yellow fever has
disappeared not only from Havana but equally as well
from Santiago, Matanzas, Cienfuegos, Cdrdenas, Sagua,
Manzanillo, Gibara, and all the other cities and towns of
the island, no matter how great the distance from Havana
With the American occupation of Cuba from 140,000 to
160,000 Spanish soldiers went immediately out of it
and were sent back to their native country. The large
number of the Spanish Government civil employes who
every month used to go to Cuba, all of them non-immunes
to yellow fever, do nut go now any more to that island.
This immense amount of human flesh, which constituted
before the fuel that kept burning the funeral pile of yellow
fever victims, has completely been put out of the island. In
consequence of the cleanliness, the sanitary reforms, the
considerably better hygiene public and private, and the
prophylactic measures instituted by the United States
Government in Cuba and continued by the present Cuban
Government, not only yellow fever, but also small-pox,
both of which diseases were there formerly epidemic, have
been eradicated and the general death-rate in each and
every city all over the island has considerably decreased.
The newly established immigration department and its
stringent laws have also greatly contributed to the eradica-
tion of yellow fever in Cuba.
I am, Sirs, yours faithfully,
A. M. FERNANDEZ DE YBARRA, B.A., M.D.,
Medical Biographer of Christopher Columbus.
New York, August 15th, 1903.
THE MEDICAL REGISTER.
To the Editors of THE LANCET.
SIRS,-In the interests of the profession may I ask you to
be good enough to draw attention in your next issue to the
importance to practitioners of keeping their addresses
correct in the Medical Register. The chief points to which
attention should be called are :-
1. The Register should not be confused with the Medical
Directory as is so often done. Changes should be notified to
this office by practitioners themselves and they should be
careful to notice that a postcard is received in acknowledg-
ment.
2. The present system is to send a circular of inquiry to
one-third of the practitioners on the Register residing in the
United Kingdom, from whom no communication has been
received during the past 12 months, in each successive year
during the period when there is no election of Direct Repre-
sentatives. This year circulars were sent to practitioners
from A to G inclusive and any person within those letters
who has not received a circular should communicate with
this office at once.
3. Anyone who is doubtful if his address is correct should
inquire at the office without delay.
In past years you have kindly done your best to assist me
in my efforts to save practitioners from the grave incon-
venience of finding that their names do not appear on the
Register because their whereabouts cannot be ascertained
and I hope, therefore, that you will continue to give us the
benefit of your valuable assistance in the matter.
I am, Sirs, yours faithfully,
H. E. ALLEN, Registrar.
229, Oxford-street, London, W., Oct. 2nd, 1903.
THE PREVENTION OF HORSE-DUNG IN
THE STREETS.
To the Editors of THE LANCET.
SIRS,&mdash;With all the hygienic improvements hitherto
effected no attention seems to have been paid to the pre-
vention of the streets of towns from being contaminated by
the dung of carriage horses. It is true that a great deal of
money is expended in sweeping up the dung but it is never
effectual, for part of the fluid and aemi-fiuid constituents
adhere to the ground and by decomposing, especially in
warm weather, diff use an offensive smell through the whole
atmosphere which people have to breathe, whether in the
streets or in their own houses. Add to this the nuisance of
clouds of dust, consisting to a great extent of fine particles
of dried dung laden with an abundance of microbes of
various kinds, blown about and taken into the mouth and
lungs at every breath or eaten up with the provisions exposed
for sale in the shops.
All this cannot be without injurious effects upon the health
of the inhabitants of a town and it might even be the means
of disseminating certain diseases in man as well as in animals.
It is no less objectionable from an sesthetic point of view.
It being therefore undeniable that the existing state of
things is a great nuisance and is put up with simply because
no effectual remedy had hitherto been proposed, I have tried
for some time to solve this sanitary problem in a radical
manner and think I have succeeded.
I have constructed a simple apparatus which I call "an
automatic dung trap " for carriage horses which entirely
prevents any of the droppings and even the urine from falling
on the roads. I inclose a photograph of a horse and carriage
to illustrate the apparatus as applied for actual use. On
slightly magnifying the parts become very clear. It consists
of a suitable receiver or dung trap fixed to some convenient
